
Page 1305 TITLE 42—THE PUBLIC HEALTH AND WELFARE § 300gg–13 

1 So in original. The word ‘‘and’’ probably should not appear. 
2 So in original. The period probably should be a semicolon. 

‘‘(1) NONPAYMENT OF PREMIUMS.—The plan sponsor 
has failed to pay premiums or contributions in ac-
cordance with the terms of the health insurance cov-
erage or the issuer has not received timely premium 
payments. 

‘‘(2) FRAUD.—The plan sponsor has performed an act 
or practice that constitutes fraud or made an inten-
tional misrepresentation of material fact under the 
terms of the coverage. 

‘‘(3) VIOLATION OF PARTICIPATION OR CONTRIBUTION 
RULES.—The plan sponsor has failed to comply with a 
material plan provision relating to employer con-
tribution or group participation rules, as permitted 
under section 300gg–11(e) of this title in the case of 
the small group market or pursuant to applicable 
State law in the case of the large group market. 

‘‘(4) TERMINATION OF COVERAGE.—The issuer is ceas-
ing to offer coverage in such market in accordance 
with subsection (c) and applicable State law. 

‘‘(5) MOVEMENT OUTSIDE SERVICE AREA.—In the case 
of a health insurance issuer that offers health insur-
ance coverage in the market through a network plan, 
there is no longer any enrollee in connection with 
such plan who lives, resides, or works in the service 
area of the issuer (or in the area for which the issuer 
is authorized to do business) and, in the case of the 
small group market, the issuer would deny enroll-
ment with respect to such plan under section 
300gg–11(c)(1)(A) of this title. 

‘‘(6) ASSOCIATION MEMBERSHIP CEASES.—In the case 
of health insurance coverage that is made available 
in the small or large group market (as the case may 
be) only through one or more bona fide associations, 
the membership of an employer in the association (on 
the basis of which the coverage is provided) ceases 
but only if such coverage is terminated under this 
paragraph uniformly without regard to any health 
status-related factor relating to any covered individ-
ual. 
‘‘(c) REQUIREMENTS FOR UNIFORM TERMINATION OF 

COVERAGE.— 
‘‘(1) PARTICULAR TYPE OF COVERAGE NOT OFFERED.— 

In any case in which an issuer decides to discontinue 
offering a particular type of group health insurance 
coverage offered in the small or large group market, 
coverage of such type may be discontinued by the is-
suer in accordance with applicable State law in such 
market only if— 

‘‘(A) the issuer provides notice to each plan spon-
sor provided coverage of this type in such market 
(and participants and beneficiaries covered under 
such coverage) of such discontinuation at least 90 
days prior to the date of the discontinuation of 
such coverage; 

‘‘(B) the issuer offers to each plan sponsor pro-
vided coverage of this type in such market, the op-
tion to purchase all (or, in the case of the large 
group market, any) other health insurance cov-
erage currently being offered by the issuer to a 
group health plan in such market; and 

‘‘(C) in exercising the option to discontinue cov-
erage of this type and in offering the option of cov-
erage under subparagraph (B), the issuer acts uni-
formly without regard to the claims experience of 
those sponsors or any health status-related factor 
relating to any participants or beneficiaries cov-
ered or new participants or beneficiaries who may 
become eligible for such coverage. 
‘‘(2) DISCONTINUANCE OF ALL COVERAGE.— 

‘‘(A) IN GENERAL.—In any case in which a health 
insurance issuer elects to discontinue offering all 
health insurance coverage in the small group mar-
ket or the large group market, or both markets, in 
a State, health insurance coverage may be discon-
tinued by the issuer only in accordance with appli-
cable State law and if— 

‘‘(i) the issuer provides notice to the applicable 
State authority and to each plan sponsor (and 
participants and beneficiaries covered under such 
coverage) of such discontinuation at least 180 

days prior to the date of the discontinuation of 
such coverage; and 

‘‘(ii) all health insurance issued or delivered for 
issuance in the State in such market (or markets) 
are discontinued and coverage under such health 
insurance coverage in such market (or markets) 
is not renewed. 
‘‘(B) PROHIBITION ON MARKET REENTRY.—In the 

case of a discontinuation under subparagraph (A) in 
a market, the issuer may not provide for the issu-
ance of any health insurance coverage in the mar-
ket and State involved during the 5-year period be-
ginning on the date of the discontinuation of the 
last health insurance coverage not so renewed. 

‘‘(d) EXCEPTION FOR UNIFORM MODIFICATION OF COV-
ERAGE.—At the time of coverage renewal, a health in-
surance issuer may modify the health insurance cov-
erage for a product offered to a group health plan— 

‘‘(1) in the large group market; or 
‘‘(2) in the small group market if, for coverage that 

is available in such market other than only through 
one or more bona fide associations, such modification 
is consistent with State law and effective on a uni-
form basis among group health plans with that prod-
uct. 
‘‘(e) APPLICATION TO COVERAGE OFFERED ONLY 

THROUGH ASSOCIATIONS.—In applying this section in the 
case of health insurance coverage that is made avail-
able by a health insurance issuer in the small or large 
group market to employers only through one or more 
associations, a reference to ‘plan sponsor’ is deemed, 
with respect to coverage provided to an employer mem-
ber of the association, to include a reference to such 
employer.’’ 

Another prior section 2712 of act July 1, 1944, was suc-
cessively renumbered by subsequent acts and trans-
ferred, see section 238k of this title. 

EFFECTIVE DATE 

Section effective for plan years beginning on or after 
the date that is 6 months after Mar. 23, 2010, see section 
1004 of Pub. L. 111–148, set out as a note under section 
300gg–11 of this title. 

§ 300gg–13. Coverage of preventive health serv-
ices 

(a) In general 

A group health plan and a health insurance is-
suer offering group or individual health insur-
ance coverage shall, at a minimum provide cov-
erage for and shall not impose any cost sharing 
requirements for— 

(1) evidence-based items or services that 
have in effect a rating of ‘‘A’’ or ‘‘B’’ in the 
current recommendations of the United States 
Preventive Services Task Force; 

(2) immunizations that have in effect a rec-
ommendation from the Advisory Committee 
on Immunization Practices of the Centers for 
Disease Control and Prevention with respect 
to the individual involved; and 1 

(3) with respect to infants, children, and ado-
lescents, evidence-informed preventive care 
and screenings provided for in the comprehen-
sive guidelines supported by the Health Re-
sources and Services Administration.2 

(4) with respect to women, such additional 
preventive care and screenings not described 
in paragraph (1) as provided for in comprehen-
sive guidelines supported by the Health Re-
sources and Services Administration for pur-
poses of this paragraph.2 
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(5) for the purposes of this chapter, and for 
the purposes of any other provision of law, the 
current recommendations of the United States 
Preventive Service Task Force regarding 
breast cancer screening, mammography, and 
prevention shall be considered the most cur-
rent other than those issued in or around No-
vember 2009. 

Nothing in this subsection shall be construed to 
prohibit a plan or issuer from providing cov-
erage for services in addition to those rec-
ommended by United States Preventive Services 
Task Force or to deny coverage for services that 
are not recommended by such Task Force. 

(b) Interval 

(1) In general 

The Secretary shall establish a minimum in-
terval between the date on which a recom-
mendation described in subsection (a)(1) or 
(a)(2) or a guideline under subsection (a)(3) is 
issued and the plan year with respect to which 
the requirement described in subsection (a) is 
effective with respect to the service described 
in such recommendation or guideline. 

(2) Minimum 

The interval described in paragraph (1) shall 
not be less than 1 year. 

(c) Value-based insurance design 

The Secretary may develop guidelines to per-
mit a group health plan and a health insurance 
issuer offering group or individual health insur-
ance coverage to utilize value-based insurance 
designs. 

(July 1, 1944, ch. 373, title XXVII, § 2713, as added 
Pub. L. 111–148, title I, § 1001(5), Mar. 23, 2010, 124 
Stat. 131.) 

PRIOR PROVISIONS 

A prior section 300gg–13, act July 1, 1944, ch. 373, title 
XXVII, § 2713, as added Pub. L. 104–191, title I, § 102(a), 
Aug. 21, 1996, 110 Stat. 1966, was renumbered section 
2709 of act July 1, 1944, and transferred to section 
300gg–9 of this title by Pub. L. 111–148, title I, §§ 1001(3), 
1563(c)(10)(C), formerly § 1562(c)(10)(C), title X, 
§ 10107(b)(1), Mar. 23, 2010, 124 Stat. 130, 268, 911. 

Another prior section 2713 of act July 1, 1944, was suc-
cessively renumbered by subsequent acts and trans-
ferred, see section 238l of this title. 

EFFECTIVE DATE 

Section effective for plan years beginning on or after 
the date that is 6 months after Mar. 23, 2010, see section 
1004 of Pub. L. 111–148, set out as a note under section 
300gg–11 of this title. 

§ 300gg–14. Extension of dependent coverage 

(a) In general 

A group health plan and a health insurance is-
suer offering group or individual health insur-
ance coverage that provides dependent coverage 
of children shall continue to make such cov-
erage available for an adult child until the child 
turns 26 years of age. Nothing in this section 
shall require a health plan or a health insurance 
issuer described in the preceding sentence to 
make coverage available for a child of a child re-
ceiving dependent coverage. 

(b) Regulations 

The Secretary shall promulgate regulations to 
define the dependents to which coverage shall be 
made available under subsection (a). 

(c) Rule of construction 

Nothing in this section shall be construed to 
modify the definition of ‘‘dependent’’ as used in 
title 26 with respect to the tax treatment of the 
cost of coverage. 

(July 1, 1944, ch. 373, title XXVII, § 2714, as added 
Pub. L. 111–148, title I, § 1001(5), Mar. 23, 2010, 124 
Stat. 132; amended Pub. L. 111–152, title II, 
§ 2301(b), Mar. 30, 2010, 124 Stat. 1082.) 

PRIOR PROVISIONS 

A prior section 2714 of act July 1, 1944, was succes-
sively renumbered by subsequent acts and transferred, 
see section 238m of this title. 

AMENDMENTS 

2010—Subsec. (a). Pub. L. 111–152 struck out ‘‘(who is 
not married)’’ after ‘‘adult child’’. 

EFFECTIVE DATE 

Section effective for plan years beginning on or after 
the date that is 6 months after Mar. 23, 2010, see section 
1004 of Pub. L. 111–148, set out as a note under section 
300gg–11 of this title. 

§ 300gg–15. Development and utilization of uni-
form explanation of coverage documents and 
standardized definitions 

(a) In general 

Not later than 12 months after March 23, 2010, 
the Secretary shall develop standards for use by 
a group health plan and a health insurance is-
suer offering group or individual health insur-
ance coverage, in compiling and providing to ap-
plicants, enrollees, and policyholders or certifi-
cate holders a summary of benefits and coverage 
explanation that accurately describes the bene-
fits and coverage under the applicable plan or 
coverage. In developing such standards, the Sec-
retary shall consult with the National Associa-
tion of Insurance Commissioners (referred to in 
this section as the ‘‘NAIC’’), a working group 
composed of representatives of health insurance- 
related consumer advocacy organizations, 
health insurance issuers, health care profes-
sionals, patient advocates including those rep-
resenting individuals with limited English pro-
ficiency, and other qualified individuals. 

(b) Requirements 

The standards for the summary of benefits and 
coverage developed under subsection (a) shall 
provide for the following: 

(1) Appearance 

The standards shall ensure that the sum-
mary of benefits and coverage is presented in 
a uniform format that does not exceed 4 pages 
in length and does not include print smaller 
than 12-point font. 

(2) Language 

The standards shall ensure that the sum-
mary is presented in a culturally and linguis-
tically appropriate manner and utilizes termi-
nology understandable by the average plan en-
rollee. 

(3) Contents 

The standards shall ensure that the sum-
mary of benefits and coverage includes— 

(A) uniform definitions of standard insur-
ance terms and medical terms (consistent 
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